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Abstract
Occupational therapists carry an abundance of expertise in helping patients and
caregivers navigate the end-of-life journey. The lack of knowledge of OT’s role impacts
occupational therapy utilization and service provision in hospice. It reduces opportunities for this
population to increase their understanding on how to maintain quality-of-life. The more a patient
is able to do lessens the burdens shouldered by the caregiver. Education on pain management and
promoting comfort are typical priorities addressed; however, not enough training is focused on
maximizing independence or engagement in occupations.
Competencies encompass a unique set of skills, knowledge, and abilities necessary for
successful performance in a given role. This final culminating paper is the author’s reflections of
personal growth and competency development during the Doctoral Capstone experience. The
final Doctoral Capstone, a continuing education course available in an outlined format in the
appendices, describes the necessary competencies required of an occupational therapist involved
in end-of-life care. It illustrates how an occupational therapist demonstrating these specific
competencies add value and improve service provision in caring for the dying person.
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Section One: Introduction
Compared to other professions, occupational therapy (OT) is well-suited to address the
challenges hospice patients and caregivers are confronted with, yet go largely unaddressed. The
foundational knowledge and approach to care, required of any entry-level clinician, is not being
used in its full capacity and could significantly change how the end-of-life journey is
experienced. The art of “doing” is generally not the first thing that comes to mind in the context
of dying. However, the unique lens in which occupational therapy views practice is the missing
piece unfulfilled by other disciplines. Occupational therapists in hospice address both the
physical and psychosocial needs of patients, identifying their valued occupations, and addressing
the barriers that limit participation (American Occupational Therapy Association [AOTA],
2015). Occupational therapists offer caregivers and patients an unconventional way of thinking
and doing, despite the ongoing challenges and changes related to the disease process.
Yet, therapy services are grossly underutilized due to the unfamiliarity of their roles by
other hospice disciplines and recipients of hospice services, the lack of available literature, and
available outcome measures illustrating the profession’s efficacy (Chow & Pickens, 2020;
Knecht-Sabres et al., 2019). A small percentage of occupational therapists working in this
emerging practice setting adds to these challenges.
Caregivers and their level of involvement are critical to maximizing the quality of life for
their loved ones. Disease progression impacts a patient’s abilities to perform basic activities of
daily living in the capacity he/she is used to performing; as a result, it shifts the demands entirely
onto caregivers with other alternatives not considered. Prioritizing a hospice patient’s needs
often comes at the expense of a caregiver’s own well-being, physically and emotionally. Special
attention is required in caring for the caregivers - they are the ones left behind and often
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confronted with health impairments acquired from caregiving responsibilities, impairments that
have broader implications to the larger healthcare system, and associated costs.
End-of-Life Challenges Impacting Quality-of-Life
A large number of unmet needs is a recurring theme expressed in literature exploring the
end-of-life population. OT interventions can offer solutions to these challenges; however, they
are inconsistently utilized and not often examined by the literature. A scoping review from Chow
and Pickens (2020) examined how OT interventions resulted in positive outcomes, despite
participants’ debility, for areas such as occupational performance, family training, self-feeding,
bathing, socialization, basic/instrumental activities of daily living, community mobility,
transfers, and life review. Additionally, OT interventions positively influenced the management
of negative symptoms such as fatigue and tension. These findings strengthen the position
statement written by AOTA (2016) on the value of occupational therapists in end-of-life care.
Occupational therapists can take on roles as direct care providers or consultants, educating not
only patients and their families – but also other disciplines working in the field. Their “deep
understanding of the meaning of occupation” and “continuation of important rituals of everyday
activity” are inconsistently utilized and de-emphasized, during care of the dying person (p. 11).
Kealey and McIntyre (2005) illustrated how caregivers are met with psychological,
social, and physical difficulties such as pain, fatigue, and depression. Keesing and Rosenwax
(2011) reported the occupational disengagement and caregiver struggles in providing the right
amount of assistance without costing a patient’s dignity. Interviews with patients indicate
significant difficulties with ADLs such as mobility, transfers, and washing; however, the greatest
burden rested on caregivers who took on those responsibilities in addition to IADLs like home
management (Kealey & McIntyre, 2005). Caregiver outcomes are further complicated when
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viewed through the lens of gender roles. Gender inequities between male and female caregivers
exist, with women reporting lower levels of subjective well-being and higher levels of physical
and psychological burden (Morgan et al., 2016).
Therapy is beneficial for caregivers and patients in the hospice setting but services are
grossly underutilized. Therapists currently working in the setting express the profession can be
doing so much more, especially regarding occupation-based practice. Increasing utilization of
therapy services yields high satisfaction rates for the hospice caregiver and patient (Kealey &
McIntyre, 2005; Turner et al., 2013). Safety, fall prevention, promoting independence and
participation in ADLs, and quality of life can be significantly improved (Turner et al., 2013;
Keesing & Rosenwax, 2011).
How and when to best provide education and intervention is an important topic of
exploration, considering the unpredictability associated with disease process and the variable
learning styles of those caring for the patient. Timely education influences caregiver outcomes,
such as self-efficacy in providing home care for their loved one. Bee et al. (2009) illustrated that
caregivers lacked practical support due to inadequate information exchange, consequently
resulting in adopting a “trial-and-error” approach to care, and reacting to crisis situations as they
arose. Stajduhar and colleagues (2013) reported that participants found positive aspects of
education and training, but encountered moments where they had to “learn the hard way.” CruzOliver (2020) concluded videos and technology were well accepted and resulted in generally
positive outcomes for receiving and learning information and decision-making. The timeliness of
hospice referrals is critical for caregivers, which bear influence on caregiver perceived quality of
care (Yamagishi et al., 2014). More time spent on hospice services implies more time for
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families to be provided care and education in order to learn how to support a good quality of life
and death for their loved one.
There is a need for therapy services to increase their specialization in this field to
promote service development (Kealey & McIntyre, 2005; Keesing & Rosenwax, 2011; Turner et
al., 2013). For meaningful change to occur, hospice organizations are encouraged to increase
staffing levels, coordinate better service planning, improve skills training, and improve
information exchange among disciplines (Bee et al., 2009).
Problem Statement and PICO Question
Hospice patients and caregivers are not receiving adequate education and training from
providers to maximize activity engagement and independence during the end-of-life journey.
Thus, the pursuit of this Capstone project aimed to address the following question: What types of
competencies do hospice providers, particularly OT clinicians, need to maximize quality of life
outcomes during the end-of-life journey?
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Section Two: Purpose of Project
In a setting with so much unpredictability, the education provided in end-of-life care
needs to be more comprehensive, instead of fragmented. There are opportunities for education to
be more time-sensitive, where patients and caregivers are prepared to handle adverse events,
instead of learning after they occur. There is a need for a continuing education course addressing
the gaps occupational therapists fill in the hospice setting, which are currently not being covered
in entry-level OT education.
The continuing education course illustrates the added value OT contributes to service
provision when caring for the dying person, by virtue of their existing training. It will help OT
clinicians focus on specific competencies they must practice and exhibit in order to improve the
outcomes inadequately being targeted by others. While the course’s primary audience targets OT
clinicians, it benefits other providers as well. Whether or not they work in this setting, non-OT
providers or learners are better equipped to inform and advocate for patients and families
preparing for this stage of life, and ultimately, enhance the continuum of care from one setting to
another.
Significance of Project
Occupational therapists carry an abundance of expertise in helping patients and
caregivers navigate the end-of-life journey. The lack of knowledge of OT’s role impacts OT
utilization and service provision in hospice. It reduces opportunities for this population to
increase their understanding on how to maintain quality-of-life. The more a patient is able to do
lessens the burdens shouldered by the caregiver. While education on pain management and
promoting comfort are appropriate priorities, not enough training is available on maximizing a
hospice patient’s independence or engagement in occupations – which carry influence on
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outcome measures typically assessed by hospice, such as fall prevention, skin integrity, and
quality-of-life.
Occupational therapists indicate huge potential in shifting healthcare paradigms, in their
already-existing philosophy of care which aligns already with hospice care. The course
highlights how a lesser-utilized, but available discipline can further enhance the quality-of-life
objectives already being targeted by other typical hospice providers and better meet the needs of
the hospice population. Using a continuing education course as a conduit for imparting
knowledge benefits other clinicians, patients, and caregivers. Most important, the course reduces
individuals’ fears and increases their preparation for the end-of-life journey.
Theoretical Underpinnings
The Doctoral Capstone project aligns with the underpinnings of Bernard Bass’s
transformational leadership theory and guided my motivations to develop a continuing education
course as my Capstone project. Ledlow and Stephens (2018) described the theory as “grounded
in moral foundations that include inspirational motivation, individualized consideration,
intellectual stimulation, and idealized influence” (p. 77). Transformational leadership is
“identified as the most important predictor of individual success and active involvement in
healthcare delivery teams” (p. 77).
Transformational leadership places importance on connection. As a clinician, I had to
form meaningful connections with patients and caregivers, in order to lead them towards the
belief that a good quality-of-life was possible, even at the end-of-life stage. It inspired my desire
to pursue leadership further and obtain a post-professional doctorate degree.
Similarly, a continuing education course was for intellectual stimulation, by forming
connections between two seemingly incompatible topics – OT and end-of-life care. A more
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subtle avenue of leadership, building a continuing education course could form connections with
learners and influence their motivations to champion their OT knowledge into end-of-life care.
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Section Three: Capstone Process and Methods
Planning
One of the earlier conversations about what I might want to do for my project occurred in
September 2019 with my committee chair. Back then, I had anticipated my Capstone to involve
program development and execution, with a focus in fall prevention in the hospice setting. Later,
as the earlier months of the pandemic began to unfold, I knew I had to reassess my original
plans. Finalizing the direction I would take with my Capstone project had to consider the
pandemic’s unique circumstances and all the uncertainty surrounding it. It would be difficult to
feel confident about pursuing something like program development and not knowing if social
distancing measures and state-mandated lockdowns would still be in effect.
My committee chair and I discussed my Capstone project again via video conference in
August 2020. I decided an education-focused Capstone would be more appropriate to pursue
amidst a climate of certainty, and I would create a continuing education course. At first, my topic
focused on the caregiver education aspect about OT and hospice, but to narrow my topic down
more uniquely, it morphed into addressing the essential competencies of an occupational
therapist working in end-of-life care.
I prepared my Capstone proposal and presented it to my graduate committee via video
conference in December 2020. Initially, I intended to collaborate with my committee chair’s
contact at American Occupational Therapy Organization (AOTA). However during my Capstone
proposal, another committee member encouraged me to consider how my collaborations might
influence ownership of intellectual property and audience reach. Under the guidance of my
committee, I decided partnering with the university instead would be in my best interests to share
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my content without limiting its accessibility and visibility. Once my proposal was approved, I
had a clear path going forward, along with a project timeline (See Appendix A).
Building a Continuing Education Course
Building a course from scratch would involve a lot of writing. I began by creating a
rough outline containing the specific topics I wanted to address and how my course would be
structured (See Appendix B). I had an outside opportunity to contract with a continuing
education company during the spring of 2020 and built a course on therapy’s role in the hospice
setting. Having this experience was valuable; however, I also felt limited by what I could write. I
was restricted to providing general information that would pertain to both physical therapy and
OT practice. Thus, I used a similar format from this experience to outline my course, with the
addition of more sections to address OT-specific topics, details, and case scenarios I was unable
to share. During a video conference, I asked my committee chair to review it and provide
additional feedback before continuing. Upon approval, I began the process of working on my
course and adding content to the outline. Discipline and self-direction were fundamental to my
process, if I were to meet and/or stay ahead of the deadlines I held myself accountable to.
The course was originally organized into three main categories including attitudes,
knowledge, and skills the occupational therapist must inherit to work in this field. Later in the
process, it evolved into categorizing the specific topics under three types of competencies
including behavioral, leadership, and technical competencies. A true understanding of the
concept of competencies was somewhat unfamiliar for me until recently. I felt the original
categories I had chosen might appear confusing for the learner to understand as competencies.
Thus, slightly tailoring the language of the sections was intended to help the learner distinguish
skills from competencies, where the former offers the “what” and the latter provides the “how.”

9

For example, self-reflection and mindfulness were addressed as essential behavioral
competencies, while managing perspectives and advocacy were categorized under leadership
competencies. I chose to address behavioral and leadership competencies first because they work
in tandem with effective application of the technical competencies mentioned in the course. OT
foundations such as the occupational profile, and typical OT interventions such as fall
prevention, transfers and mobility, and durable medical equipment training are categorized under
technical competencies because it is information covered in all entry-level OT programs and
information all clinicians must know. Moreover, the technical competencies section illustrate
how these foundations are applied in a hospice context. Appendix H provides a comprehensive
outline of the specific topics included under each competency section.
Writing Case Studies
Being a distance learner myself, I recognized the challenge of engaging the learner
through meaning. Writing case studies would be an important element in my teaching material,
in order to fully capture OT’s role in ways not as familiar to others and lack availability in
existing literature. It served as a way to answer the questions I get asked frequently, such as
“Doesn’t it get depressing?” or “What type of interventions do you use in this setting?”
I prioritized having a variety of scenarios for the learner to draw from, such as an OT
student demonstrating advocacy, a clinician working directly with a caregiver for a low-level
patient, and multiple examples of a clinician working with both patients and caregivers
throughout the end-of-life journey (See Appendix G). All are captured through a storytelling
form. There were many times I attempted to slim them down, but doing so would have removed
the subtle details which go ignored and are critical to understanding the “why” behind OT’s role.
Importantly, the essence of effective practice in this setting require the utmost attention and
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appreciation to the small details. The case studies were based on real experiences and I used
multiple, but common scenarios I would encounter and illustrate OT’s impact in each. Some
examples include working with a primary caregiver for a patient with significant needs, working
with an ambulatory patient experiencing significant declines, and even in the context of an OT
student advocating for a patient and educating an interdisciplinary team. Additionally, loss of
independence, caregiver burden, and how education can significantly impact an individual’s
ability to participate in daily living are some examples of the themes captured in the case studies.
Unexpectedly, writing case studies for the course yielded opportunities to reflect back on
previous experiences; it felt like a return to the valued occupation of leisurely writing, something
I had been neglecting for some time.
Developing an Assessment Measure
To measure learning, I developed a course exam (See Appendix E) which includes 25
multiple choice questions, with at least five choices to choose from. Only a few questions from
the exam are fact-based; the majority of them require the learner to apply the information shared
in the course, as well as information addressed in entry-level OT curriculum. Mini-case studies,
based on actual experiences, are crafted as exam questions so learners are able to place
themselves in scenarios representative of practice, even if they have not had the opportunity to
observe or practice in the hospice setting. The exam requires learner to exercise critical
reasoning in order to choose the best response. For example, while one answer item seems
appropriate, it may not reflect the uniqueness in all an OT clinician can do and can also be
offered by another hospice discipline. Learners are asked to negotiate between conflicting
priorities of caregivers and patients, consider safety and comfort without entirely abandoning
occupation, and appropriately align outcomes with practice in hospice instead of practice in
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traditional settings. It is understood the course information provided are not the only solutions.
They are evidence-informed more than they are evidence-based, as this setting requires ongoing
exploration and the establishment of specific practice guidelines. In the future, developing a
rationalization for over 125 answer choices would enhance a learner's understanding. Table one
illustrates exam items linked to a specific learning objective.

Table 1
Exam items tied learning objectives
Learning Objective
Increase understanding of general information
the ongoing challenges experienced by
patients, caregivers, and providers in hospice
care
Link multiple frameworks/models to guide
occupational therapy practice in this setting
Understand occupational therapy’s unique
impact on improving quality of life in this
setting
Understand how specific competencies
applied by the occupational therapist
improves existing processes of caring for the
dying person

Exam Items Addressing Learning Objective
1, 2, 4, 19

10, 11, 12, 13, 15
3, 5, 6, 8, 16, 17, 21, 22, 23, 24, 25

7, 9, 14, 18, 20, 24

Additional Course Elements
The Capstone project included additional elements including a course description (See
Appendix C) and learning objectives (See Appendix D). The knowledge acquired from courses
such as OCT 704 Teaching Adult Learners and OCT 705 Distance Education and Telehealth
aided in the development of these materials.
Review of Course Content
12

Upon completion, the Capstone draft was provided to the committee chair for review and
feedback. It was also provided to another faculty member and other post-professional doctorate
student as part of the peer review process for the OCT 711 Capstone II course. All suggestions
and feedback were subsequently considered by the student, and revisions were made accordingly
prior to the submission of the final draft.
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Section Four: Student Processes of Growth and Competency
Introduction
My final Capstone project primarily focused on the writing and content development.
Academic time constraints did not permit the continuation of additional goals, such as making
the course available on an educational platform, assessment of student learning, and obtaining
feedback about the course. The remainder of this paper shifts to the processes of personal growth
and competency development throughout the program, the application of learning to create my
course, and the implications of my education-focused Capstone moving forward.
Personal and professional development is illustrated in the context of multiple roles
intersecting with one another – the clinician, the student, and the educator. My culmination of
experiences illustrate who I was, who I became, and who I hope to be. I begin by describing the
earlier parts of my journey as a newly-graduated clinician returning to education only one year
after graduating OT school. I follow with a detailed narrative describing the experiences
resulting from the clinician role merging with the student role, and conclude with how it has
morphed into the addition of new roles I expect to explore further – the educator and innovator.
Clinician: An Opportunity Revealed
When I entered the hospice setting as a new graduate, I was unclear about my role and its
significance. However, I quickly learned how OT offered something unique. Instead of
struggling with everyday living, or worse – passively waiting for death to occur, it provided
patients and caregivers the opportunity to be active participants in meaningful occupations. My
clinical role offered an avenue for a marginalized population to have a better quality-of-life
during an already difficult period. What I am already expected to know as an OT clinician
offered possible solutions to address needs that continually go unmet.

14

Through the lens of OT, a lesser-understood perspective within the hospice setting, the
solutions for the observed challenges seemed simple. In every encounter, I observed how
challenging it was for patients and caregivers to perform the minutiae of everyday living. The
perceived lack of solutions only added to the taboo and negative narratives surrounding end-oflife care. I saw how symptoms of depression, pain, or fatigue were accepted as just part of the
dying process. For example, when a person indicated significant decline in functional abilities,
providers responded by ordering what was often improper durable medical equipment (DME)
without the patient or caregiver receiving adequate training on how to use it. More drastic,
another typical recommendation was staying in bed and restricting activity entirely. Many
patients have performed basic activities of daily living automatically for most of their lives.
When basic activities performed a particular way throughout the lifespan become challenging, it
is understandably easy to resign to the idea it is no longer a possibility. It is difficult for other
providers to offer alternative solutions, simply because their expertise does not require them to
be well-versed in the aspects of human movement and performance. I provided education for
areas such as functional mobility, transfers, and DME and made it possible for others to see the
end-of-life stage did not have to be characterized by bed baths, adult diapers, pain, discomfort,
and an overall inability to participate in everyday living. Instead, it could be replaced with things
such as being able to transfer out of bed for the first time in weeks, which subsequently
established routine family dinners at the table. It could be enjoying fresh air and sunshine in the
backyard, being confident about transferring into the car to go on a simple drive around the
neighborhood, or being able to watch the grandchildren play in the pool from a wheelchair on
Fourth of July. The education I provided as an OT clinician offered new solutions for symptoms
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typically addressed with pain medication, anti-depressants, sleeping pills, or social/spiritual
support.
It felt rewarding to be able to make a significant impact on quality-of-life for the patients
and caregivers I visited with. On the other hand, it also felt conflicting to think about the others
who could have similar and improved quality-of-life outcomes, but were not, simply because of
the lack of, or absence of education. I viewed OT as an opportunity to “rewrite” the narrative;
however, I recognized how easy it was for stories of impact to get lost, because the patient would
not be around to tell it. For surviving caregivers, more urgent matters supersede such as the
grieving process or worsened health conditions as a result of the caregiver journey. Furthermore,
not enough OTs are available to bring these untold stories to the surface because they too, are not
really heard within this sphere. I wanted to prompt effective, meaningful change on a much
larger scale I was targeting, which ultimately facilitated my re-entry into formal education.
Clinician and Student: Facilitating Solutions
The role as a student in the distance education context would be new for me. I felt a little
uncertain about being able to handle the additional workload of a student, especially since my
role as a clinician already had an extra layer of responsibility to it. However, returning to formal
education was my avenue for facilitating solutions into an area of practice I wanted to advance.
Planting Seeds of Leadership
The first semester involved taking OCT 701 Advanced Clinical Practice and OCT 702
Leadership and Advocacy, two classes that reinforced the “why” behind the decision.
Advanced Clinical Practice focused on the importance of the OT clinician being able to perform
their current and future roles and responsibilities within the profession, while Leadership and
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Advocacy focused more closely my individual sets of skills and characteristics which would
support my goals and foster growth in areas I wanted to develop.
It was valuable to expose myself early on to the topics these two courses explored, and planted
the seeds for self-reflective practice. New clinician or not, it can be easy to fall into an autopilot
pattern of practice, characterized in the form of taking continuing education courses serving little
value, not keeping up-to-date in the latest research, and further aggravated by increasingly
demanding productivity requirements and already stressful workplace cultures. Distance
education encouraged a lot of self-reflection in the form of discussion boards, activities, and
essays. For example, taking assessments on emotional intelligence and determining my preferred
strategies for communication and learning contributed towards awareness into a personal
leadership style and the development of a leadership philosophy. These, amongst other selfreflective activities helped me organize a strong sense of identity early on and shifted me away
from falling into patterns of complacency as a new clinician.
Learning about Teaching
Being a student involved taking several courses related to education and teaching. Taking
these courses were the “how” to my “why” and included OCT 703 Evidence Based Practice,
OCT 704 Teaching Adult Learners, OCT 705 Distance Education and Telehealth, and OCT 707
Evidence Based Education. Aside from leadership, I knew developing my knowledge in
education would open up more opportunities in my quest to advance clinical practice in the
hospice setting and develop skills that would equip me for a position in formal instruction.
Evidence-based practice was addressed in my graduate studies, but served as a much-needed
refresher course and made me feel less intimidated about taking upon research-focused activities
and assignments involved with my Capstone. The course on evidence-based education and
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teaching adult learners, however, introduced new concepts not addressed in my graduate studies.
It raised understanding about the best way to teach and educate adult learners, both in a formal
and informal context. The OCT 705 Distance Education and Telehealth, was particularly
engaging. It really helped me understand all that goes into effectively teaching adult learners in a
virtual setting, and offered my first experiences with things like developing a syllabus,
structuring and organizing a course, and weaving activities that yield experiences just as
enriching as the traditional, in-person instruction method. The value I found in this course had a
lot to do with coinciding circumstances of the early pandemic. I felt grateful for already having
adjusted to distance learning at that point. The course offered a timely preparation for skills and
qualifications that would put me at an advantage amidst a changing academic climate and
uncertain job market.
Thinking Bigger
Courses like OCT 706 Social Determinants of Health, OCT 710 Program Development,
OCT 708 Issues in Higher Education, and OCT 712 Innovations in OT widened my focus. It was
valuable to consume material with the perspectives of other disciplines, or went beyond the
elements typical of traditional OT practice in the clinical setting, something not as touched on in
graduate school. Although OT encourages clinicians to practice with the “whole picture” in
mind, courses like these encouraged me to think even bigger. For example, it could feel
overwhelming pursuing a topic where not a lot of OT specific literature was available and I
questioned if I would even have enough content to build a course, much less feel qualified to do
so.
This was narrow-minded thinking, and “thinking bigger” only shifted in my favor. There
was a lot of literature available for me to work with and many directions I could take with my
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Capstone. My experiences and observations as a clinician in the field were still valid and when I
associated them with the challenges other disciplines would face, in both clinical and academic
contexts, it only prompted more ideas and importantly, more solutions for my topic. A lightbulb
turned on and it started to make sense. Going back to school to advocate for more occupational
therapists in hospice was only one solution to address one part of a large problem. I began to
understand how it wasn’t just direct patient care I needed to advocate for; solutions could also be
addressed with a better understanding of general population health, university institutions, allied
health degree programs, OT curriculum, and available programs and resources. Moreover, I had
to advocate for myself – I had to step outside of self-limiting perceptions about my capabilities
as an OT clinician. I was not only qualified to immerse myself in a non-traditional setting, but
also qualified to take on non-traditional roles.
Evolving with an Unprecedented Ending
Collectively, I appreciated how the all of the courses focused its attention on areas only
briefly touched on during graduate studies. Although unintended, being a student helped me
evolve alongside the unprecedented pandemic and feel more confident about meeting the needs
in healthcare as a clinician, and a future educator. December 2020 signaled the end of my fifth
semester and a difficult year. Strong feelings of accomplishment followed the approval of my
Capstone proposal. The journey towards one last semester and an upcoming new year felt
promising, until I was notified my full-time position as a hospice occupational therapist would be
eliminated due to the organization’s financial constraints.
Educator: Leading a Path Forward
Losing my job weeks before the start of the final semester was devastating. The last thing
I wanted to do was begin writing a continuing education for a position I no longer held. My
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passion and love for the setting persisted. However, grief superseded any motivation and my
priorities at the time shifted to survival mode and determine the next step. Gratefully, I was
informed about the university’s Emergency Retention Grant and awarded the full amount to
cover tuition. The shift to my role as an educator accelerated.
Professional Conference
My conference proposal titled “Bringing Life into End-of-Life Care” was accepted for
the Western Regional Occupational Therapy Spring Symposium. I used the outline I had created
for my Capstone project to inform the structure and the content I would address for my
presentation. The conference was my first time educating an audience on a live, virtual platform.
Initially, I questioned how effective it would actually be. My presentation fell under the last time
slot on Sunday and I had only experienced in-person conferences before, where Fridays and
Saturdays typically were the busiest day. Overall, the presentation was met with positive
feedback. I was surprised several audience members had questions during the live session; it
surprises me overall how students and seasoned clinicians alike share similar passions and
curiosities about end-of-life care and seek my advice and insight.
Additional Teaching and Mentorship
Immersing myself more into an “educator” role surfaced in other, unexpected ways. In
February, a student from University of Southern California taking a palliative care elective had
reached out to me on LinkedIn. She explained she had recently listened to the podcast episode I
had appeared on and wanted to know more about my experiences in hospice care. We arranged a
time the following week and engaged in an informal, 60-minute discussion via telephone call. In
March, an OTD student from Colorado State University reached out and asked if I would be her
Capstone mentor for her project involving end-of-life care. A video conference was arranged for
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later that month, where we also engaged in a productive 60-minute discussion, answering her
questions and exchanging ideas. Shortly after, I had the opportunity of being a guest lecturer for
the OTD physical disabilities course at UNLV, and taught the OTD cohort on March 30 via
Zoom (See Appendix F). Similar to my experience with the conference, I was encouraged by the
positive feedback and questions from the students following my presentation.
Doctoral Capstone
My final Doctoral Capstone (See Appendix F) was an opportunity to take the knowledge
I have acquired and take it in a direction I felt would best educate my audience, with less
restrictions on things like word count and content, as experienced when I contracted with a
learning company. I felt a huge sense of accomplishment after completing my course. It
symbolized the hard work I put into the last three years into an artifact that would continue to
educate others and also continue my way forward. My course reminded me how the
competencies I addressed were competencies I had and thus, was qualified to teach – with or
without a position in a hospice agency.
Education as a Therapeutic Process
Focusing my efforts towards education offered a source of stability in a climate of
uncertainty; it also assisted with the grieving process of losing a job. Perhaps having personal
experiences with loss and working in hospice primed me, but I even found myself surprised at
how I was coping. Being able to educate and mentor others gave me an alternative purpose
without having to abandon my passion for end-of-life care. The last semester of the postprofessional doctorate program facilitated a healing process I did not expect. It was refreshing to
be able to speak with others who shared the same level of interest as I did in a unique field and
re-instilled feelings of confidence that took a hit in the beginning of the year. Finally, the amount
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of writing involved to build the course and assemble the final paper have also been therapeutic in
my journey. This period of time has emphasized how distance teaching and learning can be just
as effective. Pursuing my doctorate occurred in good timing, by familiarizing myself more with
the virtual processes I expect will be more commonplace in academia.
Innovator: Continuing Education and Advocacy
My path continues with themes of education and advocacy, characterized by emerging
roles and innovation. Taking the OCT 712 Innovations in OT course has been timely for my
current circumstances and core values. It has been encouraging to learn about innovative practice
areas and the certifications a clinician has available for them to pursue non-traditional routes.
Additionally, taking this course has been influential in my job search methods. I have not limited
myself to applying for OT positions. Instead, I have expanded my searches by seeking out
positions in hospice or other innovative areas where my experience aligns with the job
qualifications. If I were a new graduate, this would not be something I would feel confident
doing. Now, it is foundational in my search processes.
My final semester reinforced how important it is for me to practice OT how it is meant to
be practiced. I acknowledge how fortunate I am to have experienced this early in my career.
Working in hospice set the bar high for any subsequent role(s) I take. It encourages me to stay
true to my values and not settle for the sake of money or stability, which can feel conflicting
during a pandemic.
Innovation has always excited me, and taking risks or working harder to match what I
want is worth being patient for. I feel grateful to maintain the momentum for my emerging role
as an educator. The Monday following graduation, is the first day of OCT 701 Advanced
Clinical Practice – one of the first courses I took at the start of this program, and the first course I
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teach as a formal educator. It is an opportunity to take the skills I have developed and apply them
in action, and hopefully encourage others to evolve and persist in their efforts to be competent,
innovative clinicians.
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Section 5: Discussion
Future Research and Anticipated Outcomes
The resulting Doctoral Capstone focused primarily on the development of course content;
thus, time did not permit processes to formally measure outcomes. However, once the course is
made available, it is expected learners will have an increased understanding and knowledge
about the essential competencies of an occupational therapist in end-of-life care. Additionally, it
will result in learners being better informed to initiate and engage in dialogue about end-of-life
care, whether in their personal lives or in their respective clinical setting with patients,
caregivers, and the interdisciplinary team.
As discussed in the earlier planning process, I anticipate partnering with UNLV to
publish my material. Currently, I am uncertain about the format and platform to which it will be
made available; however, the course content can be re-structured and evolve as needed. In the
immediate future, the course might be offered through UNLV’s Continuing Education program
or UNLV’s OT Department as a pilot program or extracurricular activity for interested students.
Learning can be measured with the course exam. Utility and quality of the course can be
indicated in class enrollment, participation, and course reviews/surveys.
In the long-term, I would be eager to see my Doctoral Capstone evolve as part of
UNLV’s OT curriculum in a formal capacity, and later branching out to OT programs in other
university institutions. While the hospice setting is considered emerging, there are aspects of
practice heavily involving OT foundations required in all entry-level programs, such as
therapeutic use of self, occupational profile, transfers and mobility, activities of daily living, a
wide spectrum of diagnoses at different stages, mental health, and confidently providing
evidence-based education and training. The course can be repurposed in multiple ways and still
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fulfill Accreditation Council for Occupational Therapy Education (ACOTE) standards – such as
lab practicals with standardized patients, within the older adult and geriatric curriculum, and/or
Level 1 Fieldwork experiences. Using the most recent version of AOTA’s (2018) interpretive
guide, I compiled a list of over 20 ACOTE standards (See Appendix I) that could easily be
fulfilled with creativity, innovation, and application of the course content. These are regularly
observed ACOTE standards in clinical practice and are meant to illustrate just how compatible
the hospice setting and OT foundations are. A measure of outcomes could be obtained from
sources like student course feedback and course evaluations, surveys assessing preparedness for
Fieldwork, and even reflected in grades.
Finally, I could pursue my Doctoral Capstone to evolve into a larger, more
comprehensive purpose. In a general healthcare setting, a clinician does not necessarily have to
work in hospice care for the topic to carry relevance. An interdisciplinary team in an entirely
different setting may have to initiate and/or facilitate the conversation as a patient transitions into
the end-of-life stage. The continuum of care from one setting into hospice can be improved if all
disciplines are informed to speak about the lesser-known aspects of the Medicare Hospice
benefit and dispel the myths associated with it. Death and loss are universally shared
experiences. An introductory course on end-of-life care for allied health, medical, and social
sciences degree programs should be just as necessary as an introductory math or English class. It
would support opportunities to engage in interdisciplinary learning as well as contribute to the
ongoing exploration of evidence-based education within university institutions. Outcome
measures could be obtained from things like student feedback, course evaluations, surveys
addressing perceived utility, and hospice provider evaluations for student placements in this
setting.
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Implications for Practice
There are barriers which make it challenging for clinicians to feel adequately prepared to
pursue and/or secure positions in emerging practice areas. Despite these barriers, end-of-life care
and other non-traditional settings are worth pursuing through different avenues of education.
There are many ways for OT to evolve and better meet the demands of healthcare and emerging
practice areas, beginning with the institutions and curriculums that prepared them.
Re-imagining OT Curriculum
The eventual shift from OT being a two year Master’s degree into a three year, entrylevel doctorate might be met with resistance by many. However, my Doctoral experience
emphasized the value an added year brings. It supports the objective of students entering clinical
practice confidently, injecting innovation into their workplace cultures, and fulfilling roles
beyond that of a clinician from the get-go, instead of acquiring it over time. Collectively, entrylevel OT programs need to evaluate how emerging, evidence-based teaching methods are being
executed, and apply them toward a focused, competency-based curriculum. Additionally,
programs should reassess traditional curriculum content, investing more attention in the topics
addressed by post-professional programs, such as non-traditional areas of practice, the social
determinants of health, and program development.
Arguably, no setting better represents the essence of OT than practice in the hospice
setting. My clinical experiences in hospice helped me make sense of important, OT foundations,
such as the occupational profile, occupational analysis, and therapeutic use of self – difficult for
me to assign meaning or value to as a student. Case studies based on my actual experiences in
end-of-life care were weaved throughout my Capstone to impart more meaning for the learner,
who would be receiving the information from a screen. Perhaps then, using the experiences end-
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of-life care can not only be used to teach an emerging practice setting, but used as a means to
make the foundations of OT more meaningful. Curriculum urgently needs to be re-imagined, in
order to confidently prepare us for the roles OTs can imagine for themselves, yet are more
difficult to fulfill.
Re-Imagining Fieldwork Experiences
A lack of education about non-traditional practice settings that are already difficult to
enter consequently impact the available Fieldwork opportunities for students. Using my Doctoral
Capstone as an example, a competency-based course can also be “re-imagined” and utilized as a
means to prepare a student for a Level 1 Fieldwork in the hospice setting. Even if a hospice
agency does not employ an OT on a full-time basis, OT programs can partner with local hospice
organizations and consult with a hospice OT virtually to facilitate and guide the process. The
role of OT becomes better known by other hospice providers, nurtures the interdisciplinary
learning grossly lacking in healthcare degree programs, and fosters the confidence for an entrylevel OT clinician to add to the dialogue with the team and patients/families transitioning to endof-life care. Yet, this raises an additional implication for practicing clinicians in unique settings
to pursue professional development by building competency-based courses for their respective
fields – a challenge of its own, considering the time commitment.
Conclusion
At the beginning of the program, I was not sure how I would exactly facilitate the change
I wanted to see in hospice; I just knew education would be an avenue to advance those efforts. It
morphed into the process of developing a continuing education course on competencies in endof-life care; more subtle was a process of developing competencies in ways not expected within
myself.
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The processes to evolve my competency-focused course continues, absent of a formal
role as a student. Similarly, the processes to evolve my role as a competent clinician continues as
well, absent of a formal position in hospice. While it feels many things are up in the air, my
Doctoral Capstone journey has instilled stronger values for innovation and re-imagination. I have
moved past earlier self-limiting interpretations of how I can use my OT expertise, beyond direct
patient care, to make an impact in the end-of-life setting. Education, whether it is pursuing it or
sharing it, will keep me moving forward.
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Appendix A: Project Timeline
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Appendix B: Rough Draft of Initial Course Outline
Course Description
Learning Objectives
Module 1: Introduction






Hospice vs. Palliative Care
Role of OT (Types of Hats They Play)
Medicare Hospice Benefit and Application to OT
Settings and Diagnoses
Needs Assessment/Lit Review/Background

Module 2: Foundations and Framework to Care






Self-Reflective Clinician/Mindfulness
Neuroscience Material
Compassionate Care Model
Kawa/Stages of Grief
Intentional Relationship Model

Module 3: Occupational Therapy Process






Important Question; Occupation-Centered Lens All the More Important
Occupational Profile; First Impressions
Interventions Used
Activity Analysis Importance
Overview of the Main Things to Be Well-Versed In (Fall Prevention, Transfer Principles
and Educating Confidently, Activity Analysis, Therapeutic Use of Self, Home
Environment Assessment, Having Tough Conversations, Planning Confidently but With
Care)

Module 4: Case Studies/Scenarios




Low-level patient and OT educating caregiver
OT involvement through a Trajectory
Consulting and educating others

Module 5: Conclusion


Challenges

Module 6: Final Exam
Extras (Time Permitting)






Assignments
Journal Prompts (Self-Reflective Clinician)
Recommended Readings
Question Toolbox
Advocacy Toolbox (Best Practices, Need to Knows, Templates, Assessments)
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Appendix C: Course Description
Maintaining quality of life is a priority expressed in hospice care. Recurring themes
persist in the literature, such as negative impacts resulting from the disease process or increased
caregiver burden. The challenges experienced by hospice patients, caregivers, and providers
indicate current processes when caring for the dying person remain grossly inadequate and add to
the negative connotations typically associated with the end-of-life stage.
Occupational therapy (OT) is lesser-known and less-utilized in this practice setting.
However, OT’s philosophy of care yields great promise at effectively improving not only quality
of life, but service provision in hospice. This course identifies the skillsets/competencies required
of an OT clinician working in this setting. Additionally, the course captures the value OTs add to
the interdisciplinary team and a hospice patient’s plan of care. Included in the course are rich,
illustrative case examples to capture the daily experiences of the hospice population, as well as
tools to support/prepare the OT clinician for practice in this setting.
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Appendix D: Learning Objectives
At the end of this course, learners will be able to:
1. Increase understanding of general information the ongoing challenges
experienced by patients, caregivers, and providers in hospice care
2. Link multiple frameworks/models to guide occupational therapy practice in this
setting
3. Understand how specific competencies applied by the occupational therapist
improves a patient and caregiver’s quality of life
4. Understand occupational therapy’s unique impact on improving the processes of
caring for the dying person
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Appendix E: Continuing Education Course Exam
1) Which of these would not qualify for coverage under the Medicare Hospice Benefit?
a) Prescription medication for symptoms of restlessness and agitation during the nighttime
b) Services from the massage therapist employed full-time by a hospice agency
c) A standard bedside commode exchanged for a bariatric sized commode to suit the
comfort and safety for a 250 pound gentleman
d) Prescription medication known to reduce tumor size, cause drowsiness, and increase hair
loss
e) A Hoyer lift ordered for a patient in the early stages of ALS and still mobile, requested
specifically by the spouse for caregiver training
2) Which of the following choices accurately depict hospice and palliative care?
a) Hospice care and palliative care imply the same thing; a patient who elects
hospice/palliative care is close to death with a prognosis of six months or less.
b) Hospice care can occur while a patient is receiving chemotherapy, palliative care is used
to describe the comfort measures provided only in the home setting.
c) When an individual has hospice care, they can still receive palliative care.
d) When an individual has hospice care, they can still receive curative care.
e) Hospice care covers room and board in a nursing facility, palliative interventions from
the hospice interdisciplinary team, and emergency room visits as needed.
3) Which of the following examples do not appropriately reflect an appropriate role of an
occupational therapist working in end-of-life care?
a) Direct care with a Multiple Sclerosis patient and husband for Hoyer lift training
b) Direct care with a late-stage ALS patient who is motivated to learn how to walk
c) Direct, face-to-face consultation with the interdisciplinary team during a team meeting
discussing a patient’s appropriateness for occupational therapy services
d) Direct, face-to-face education for a local, entry-level occupational therapy program
discussing the role of occupational therapy in the hospice and palliative setting
e) Indirect methods such as writing letters and emails to local government agencies and
senior leadership describing the challenges observed and areas of opportunity in end-oflife care
4) All of these statements accurately debunk common misconceptions about end-of-life care
EXCEPT:
a) Quality-of-life often improves when hospice services are utilized
b) A conversation about hospice services can be initiated even if a person does not have a
six month prognosis
c) A person may still pursue care under regular Medicare, as long as it is unrelated to his/her
principal hospice diagnosis/condition
d) Hospice care offers 24/7, around-the-clock provision of services in the home of a patient
e) Signing onto hospice services does not guarantee a person’s prognosis is six months or
less
5) Which choice BEST illustrates how an OT clinician UNIQUELY approaches pain
management/prevention in this setting?
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a) Collaborate with the patient’s nurse to report symptoms and recommend proper
medications to the patient
b) Educate or train on non-pharmacological strategies, such as deep breathing, mobility
training, distraction techniques, positioning and cushioning, and gentle exercises
c) Discourage and restrict activity participation for patient and redirect efforts to caregiver
for education on medication management and positioning/cushioning techniques
d) Coordinate timing of medication to a therapy session, so a patient can be challenged to
the fullest capacity absent of pain
e) Refer to the patient’s chart and develop a customized, medication management tool for
the patient/caregiver to follow
6) Which of the following statements BEST captures OT’s involvement in end-of-life care?
a) OT is primarily focused on assessing an individual’s possibility to discharge from
hospice services, so he/she can remain in the home comfortably and safely without
caregivers.
b) OT is primarily focused on assessing the degree to which an individual can be
transitioned from routine home care to continuous home care.
c) OT’s role in end-of-life care parallels hospice philosophy, using a holistic, personcentered approach to care to target quality-of-life outcomes for patients and caregivers.
d) OT’s role is not appropriate for hospice and palliative care because it is assumed an
individual’s death is imminent and will not require such services.
e) OT’s role in end-of-life care parallels traditional therapy practice, where patients work
towards achieving maximal independence and/or possible restoration of independence.
7) These are ways an OT clinician demonstrates advocacy in the end-of-life setting EXCEPT:
a) An OT encouraging a family friend on hospice not to sign a Do Not Resuscitate
document in case he decides to revoke from hospice services
b) Discussing how a hospice patient would benefit from an OT referral at the hospice
interdisciplinary team meeting
c) Educating the family of a patient in acute rehabilitation about the Medicare Hospice
benefit, and encouraging them to explore a therapy referral with hospice admission staff
d) A Level II fieldwork student conducting an in-service on occupational therapy and fall
prevention to hospice senior leadership staff
e) An new graduate applying for a local hospice organization and drafting a cover letter
describing interests and OT skillsets
8) How might the hospice occupational therapist UNIQUELY approach fall and injury
prevention compared to other hospice providers?
a) Printing out a brochure from the CDC on fall risk factors and going over it with a patient
and caregiver
b) Recommending a bed alarm for a cardiac patient so caregivers are alerted of his attempts
to get out of bed
c) Recommending the placement of the new DME as well as functional mobility training in
the home environment
d) Suggest bed exercises and light reading for a Minimum Assist patient who lives alone in
the home
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e) Provide active listening and compassion towards a breast cancer patient who discusses
how scary her last fall was
9) A clinician appropriately applying therapeutic use of self can achieve which of the following
outcome(s)?
a) Build rapport with a patient who is irritable about requiring assistance from others
b) Support a caregiver who is having a difficult time adjusting to new responsibilities
c) Shift a patient’s mindset by regularly reminding them of the possibility of discharging
from hospice
d) Increase confidence for a caregiver fearful about performing bed mobility with their
loved one
e) Shift a patient’s perspective by illustrating how he/she might be able to participate in
daily activities more regularly
f) A, B, and C
g) A, B, D, and E
10) Which of the following conceptualizes Aiken et al.’s “meaning gap?”
a) The gap between what a patient wants and what a patient needs.
b) The gap between what a patient wants and what an occupational therapist wants.
c) The gap between how a caregiver should approach caring for the patient versus how it is
actually practiced
d) The gap between how an occupational therapist should approach care versus how it is
actually practiced.
e) The gap between how a hospice occupational therapist approaches care versus how it is
actually practiced by occupational therapists in traditional settings.
11) How might an OT clinician bridge the “meaning gap” in the home hospice setting?
a) Co-collaboration of meaning with a patient who has been experiencing noticeable
functional declines related to Parkinson’s disease
b) Interview the patient and caregiver in separate rooms during the initial evaluation and
schedule a visit for the following week to announce the best solution of the two
c) Help the patient and caregiver understand the difference between occupational therapy
practice in a rehabilitation setting versus the end-of-life setting
d) Conduct a meeting with the social work department and distinguish their
techniques/methods from occupational therapy’s therapeutic use of self
e) Writing an op-ed for an allied health publication comparing hospice care vs. palliative
care
12) Which of the following are not a part of the six key modes of practice/interpersonal skills
included in the Intentional Relationship Model by Taylor (2008)?
a) Restoring
b) Advocating
c) Empathizing
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d) Problem-solving
e) Instructing
13. All of the following are steps included in the method of mindfulness EXCEPT:
a)
b)
c)
d)
e)

Reflectivity
Collaboration
Practice
Take stock
Active availability

14) Andrew is visiting with a family for the first time for an OT initial evaluation. Which of the
following BEST represents an appropriate and compassionate statement for him to make during
the evaluation process for a patient in the earlier stages of ALS?
a) “I am here to make sure your caregiver’s grieving process is as painless as it can be once
you pass away.”
b) “I am here to focus on how your quality-of-life can be improved, not how it may be
extended.”
c) “I am here to push you to be as independent as possible, especially on the bad days.”
d) “There will come a time, not too far from now where you will not be able to walk. I want
to make sure we talk about all of the DME you will need so I can order it for you before I
leave today.”
e) “I would like to with both of you together and separately, to ensure your goals and
expectations are in alignment with the goals I have in mind for you.”
15)
Lynn is a Level II Fieldwork student who is conducting her first initial evaluation for a
patient named Andy. Although Andy initially provides Lynn with short answers, her patience has
paid off and he shares a list of things he would like to be able to do in his home.
“What’s the point though?” he asks. “I don’t see how you would be able to help me with that if I
can barely leave my room on my own.”
Lynn offers a different description of her role. She knows before she can go any further into
the “how” and “why” with Andy’s goals, he has to understand her purpose. Which of the four
fundamental processes of motivational interviewing is occurring in this dialogue?
a)
b)
c)
d)
e)

Re-directing
Planning
Evoking
Focusing
Engaging

16) When would therapeutic exercises be appropriate to be used as an OT intervention?
a) A standalone intervention
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b)
c)
d)
e)

Reduce pain
Improve strength for possible discharge
Increasing caregivers strength
Increase a patient’s tolerance to pain

17) When would education on breathing strategies be appropriate to include as an OT
intervention?
a)
b)
c)
d)
e)

Managing an ALS patient’s anxieties during functional mobility training
To wean a long-time COPD patient’s required level of O2 from 5L to 1L
Recommend as a sleep hygiene strategy for a patient who wants to stay awake
Distracting a patient from pain that occurs when a nurse performs wound care
A and D only

18) How might an occupational therapist differ in the way quality-of-life is perceived and/or
approached, compared to another hospice provider such as a nurse, social worker, or nursing
aide?
a) The occupational therapist can educate a caregiver with medication management and
walk the caregiver through the process of using a pill box.
b) The occupational therapist can provide Total Assistance for a patient’s hygiene needs in
bed to reduce caregiver burden and relieve them of duties during the session.
c) The occupational therapist can engage in a dialogue with the caregiver and a bedridden
patient about spiritual beliefs.
d) The occupational therapist never dismisses the possibility of a full recovery, keeping the
possibility of a hospice discharge at the forefront of care planning.
e) The occupational therapist can work with the caregiver on how to instruct her loved one,
who has cognitive impairments, how to assist with toileting hygiene needs in bed.
19) Which of the following statements reflects the most accurate comparison between hospice
and palliative care?
a) Hospice care indicates an individual has given up on life, whereas palliative care
indicates a possibility for a person’s illness to be cured.
b) Individuals elect comfort measures only in hospice care whereas individuals have options
for comfort measures in conjunction with curative treatment/intervention in palliative
care.
c) In hospice care, individuals have options for comfort measures in conjunction curative
treatment/intervention, whereas individuals are unable to elect additional curative
treatment/intervention in palliative care.
d) Hospice care indicates an individual has designated a location for death, whereas
palliative care requires no immediate necessity to designate a location for death.
e) Hospice care and palliative care are interchangeable terms and mean the same thing.
20)
Paul is a new patient who is excited to learn an OT will be making a visit and possibly
get out of bed for the first time in almost a month. On the morning of his initial evaluation, the
OT confirmed the visit for 3:00 PM with Paul’s spouse Teresa. “He has been so excited all week.
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We look forward to meeting you.” The OT arrived at the home Wednesday and was met by Paul
who was asleep but woke up to greet the OT, Teresa, two of their adult children. Teresa reported
Paul had been nauseated for the last two hours, attributing it to the new medication he took just
after getting off the phone with the OT in the morning. “I am so sorry, I did not expect this. I feel
so lousy. Is there any way we can move the visit tomorrow?” Paul asked.
The OT’s next open slot for an initial evaluation wouldn’t be until next Monday, as the next
two days were packed with new evaluations and two important meetings. What is the BEST
course of action the OT might take to meet the needs of the patient, while considering her own
responsibilities to her full schedule?
a) The OT should insist in continuing the visit, telling Paul she feels confident about her
skills so as not to trigger his existing symptoms further.
b) The OT should adhere to Paul’s request and switch time slots with another new patient
and call them later to explain the situation hoping it will work out.
c) The OT should leave Paul and his family with educational material to go over and use the
remaining time to catch up on documenting the cancellation or begin driving to her next
patient’s home.
d) The OT should turn to his family and see if extra encouragement might convince Paul to
push through his symptoms, and kindly reminding them of her busy schedule.
e) The OT should consider Paul’s request without making guarantees and see if Paul would
be okay with the OT speaking to his family in case any needs can still be addressed
through education.
21) Lou is gentleman with a diagnosis of end-stage heart failure and a co-morbidity of COPD.
He lives alone in a single-story home and has recently sustained three falls in the last month. Lou
has been adamant about staying in the home he has lived in for the last thirty years, refusing his
adult daughter’s recommendation to move him to a facility. His daughter has arranged around
the clock care for him. While this has allowed Lou to stay in his home, his new challenge has
been adjusting to having new people in his home. Lou prefers to keep visits to a minimum unless
absolutely necessary and is often dismissive with hospice providers who visit or phone him. His
case manager is unsure if OT would be appropriate for Lou. What points might the OT make to
BEST advocate for this patient AND effectively address the reported challenges?
a) Arrange an interdisciplinary phone meeting with the daughter to emphasize the
importance of independence and suggest decreasing the amount of caregivers in the home
and offer therapeutic use of self on the burden of caregiving.
b) Emphasize the patient’s needs for privacy and independence, provide education on using
a bed alarm, and modifying the environment by using DME to “block” any attempts to
get out of bed
c) Coordinate a call with the daughter first to explain OT’s role specific to Lou’s context
and determine if Lou might welcome arranging an in-person visit after speaking with his
daughter
d) Compassionately explain to the case manager that Lou’s needs do not warrant an OT
referral, especially since there are many families who do not have the resources for
around-the-clock care.
e) Coordinate with the daughter and paid caregivers to determine Lou’s schedule, and
arrange a visit while he is sleeping so the OT can quietly assess his home environment
and make the necessary modifications for fall prevention.
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22) With consideration to the unique roles of OT, which of the following is the MOST
appropriate choice for a case manager to initiate an OT referral?
a) Medication management and routine building with a patient’s caregiver who has mild
cognitive impairments
b) Body mechanics and injury prevention training for a nursing home staff with at least five
years of experience
c) Providing mental health support specifically with therapeutic use of self for a caregiver
having difficulty managing her spouse’s increasing needs
d) Strengthening exercises to occupy a patient who is alone for most of the day and has
moderate cognitive impairment related to dementia
e) Transfer and bed mobility training for two involved caregivers providing care for a
patient with significant physical/cognitive impairments
23) Scott is on services for lung disease. As a retired football coach, he has always prioritized
movement and keeping himself active. Occasionally, he requires minimum assistance but
performs transfers primarily with supervision of his spouse who is very petite and had a hip
replacement about six months ago. Whenever his twin grandsons visit, Scott will walk laps
around the kitchen using his walker, and one grandson positioned on each side of him. “It’s not
always the easiest,” one reports. “He tires easily but he is insistent about keeping his strength.
We just feel bad because with school and football practice soon, we won’t be able to help him
with this as much as he’d like to.” What can the OT do to target Scott’s reported goal of being
strong enough to attend his grandsons’ homecoming football game a month away?
a) Collaborate with Scott to co-create a supine-only, home exercise regime that he can work
on when his grandsons are unavailable
b) Collaborate with Scott’s grandsons to co-create a personalized exercise video he can
watch and perform while in bed, and keep him motivated towards his goals
c) Facilitate a discussion with Scott and his family on wheelchair mobility and management,
as well as functional mobility training
d) Increase the frequency of OT visits for the next three weeks and get Scott where he needs
to be just in time for the homecoming game
e) Give Scott a home exercise program for him to implement supine or sitting to increase
his strength, while the OT facilitates functional mobility training with Scott’s spouse so
she can feel confident about walking with Scott on her own
24) An OT working in home hospice for over a year is preparing a PowerPoint for senior
leadership. She has a wealth of stories from the field to include, but knows evidence-based
research will strengthen her presentation and delivery. The OT feels stuck, as the research on OT
and end-of-life care is already limited. Which of the following is a direction she can take with
her presentation in order to maximize her impact, articulate the less familiar roles of OT, and
possibly result in the addition of another full-time OT for the upcoming fiscal year?
a) Qualitative research on OT’s influence on improving quality of life for patients and
caregivers
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b) Provide statistics on the low percentage of OTs working in the field and the express
urgency in the need for more to be employed
c) Combine stories with evidence-based research on fall prevention in the general home
setting, and conclude with implications when applied to the home hospice setting
d) Combine stories with qualitative research on OT’s influence on improving quality of life
for patients and caregivers
e) Provide statistics and evidence-based research on the mental health needs of caregivers
and combine with research on OT therapeutic use of self and the profession’s early
beginnings in mental health
25) During an initial evaluation, the OT is listening to a caregiver’s recent attempt to assist his
spouse with a shower activity and getting dressed, in preparation for a family barbecue being
held at their home. “She fell asleep about an hour in and got really angry with me when I
suggested calling the night early and telling everyone to leave. I know how important being with
the family is for her, but she is still tired from last night. Otherwise, she’d be involved in the
conversation and taking you through a tour of the house herself.” What education might be
beneficial for the OT to go over with the spouse?
a) Explore the patient’s routines and preferred activities and provide education on energy
conservation and task simplification strategies
b) Explore the spouse’s individual challenges, offer therapeutic use of self, and emphasize
the availability of respite services, social work, and spiritual support
c) Offer to do a home environment assessment and provide recommendations on how the
home can be rearranged so all of the patient’s preferred activities can be designated to
one room only
d) Put in a high-priority request for a high back wheelchair to be delivered to the home,
assuming the patient will come to love it as other patients have
e) Suggest performing bed baths only going forward
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Appendix F: Certificate of Appreciation
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Appendix G: Excerpts from Case Study Illustrations Contained in Course
Joe and the Fieldwork Student
Although it was Joe’s first time meeting Taylor, he felt more compelled to consider this
suggestion, considering she was introduced as the person who came up with getting him a
wheelchair. The case manager positioned his wheelchair for him and Joe did as he was
instructed. Joe got in on the first try.
“Thank you young lady, that was really helpful.”
“It’s no problem. I wanted to be an OT because of my dad. He had cancer for years, but it
got worse and passed away just before I started graduate school.” She paused. “He’s very much
like you, kind of stubborn and hardheaded but beneath the surface someone who would never
hurt a fly,” she joked.
This elicited a smile out of Joe.
“My dad would always be hard on himself when his body wasn’t moving how he wanted
it to. I am sure it is frustrating having trouble with things that used to come so naturally. I’m sure
you thought you’d have to stay in bed all day once your wife started working, but word on the
streets is you’ve been using your wheelchair as a racecar around your home in the last week.
Every day will be different but give yourself more credit for doing all these small things, they
add up.”
The story played out in this module represented three essential leadership competencies.
Taylor advocated for the profession and for a patient during the interdisciplinary meeting.
Through therapeutic use of self and being direct while also humorous, she was able to build
rapport with the patient and shift his perspective at a moment he just wanted to give up.
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Meet Leo
Leo is a 68 year old gentleman with ALS. Although he lives alone in his one bedroom
apartment, he has a strong support system from his neighbors, the landlord, and the hospice staff
who routinely check on him. Leo, a retired engineer with a military background, emphasizes his
values to maintain as much of his independence as possible. Still sharp in the mind, he shares his
awareness about his disease eventually rendering his body paralyzed – but until then, he’d like to
keep his current routines as normal as possible and in the least restrictive environment. It’s not
that Leo was opposed to durable medical equipment and assistive devices. The already limited
space within his physical environment was not ideal for large pieces of DME to be delivered to
the home.
Lucy and Caregiver
Lucy shared how over the weekend, her mother and sister helped her transfer to the
computer chair where she sat for a few hours and typed out emails to friends and family. “It was
a little scary transferring back to the bed, because I was so tired from sitting up for so long,
transferring from the computer chair to the wheelchair, and then the wheelchair to the bed, but
we managed.”
This narrative raised safety concerns for the OT. She pointed out the chair’s absence of
brakes and the fall risk associated with it. “Have you considered parking your wheelchair where
your desk chair is instead? It does seem like a tight fit, but I think if we remove the leg rests and
make sure it’s not uncomfortable, it could still work. What do you think?” Incredulous, Lucy
laughed stating “Mom, why didn’t we think of that?” I guess that’s always been my chair and
how I’ve always done things, I didn’t consider the ways I was making it harder on myself.” The
OT probed more about Lucy’s comfort levels when sitting. The OT requested a 16-inch frame,
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high back, reclining wheelchair to replace her existing one, opening up more space for her chair
to be positioned at her desk and providing more upper back support while sitting. She explained
to the family how it might accommodate to Lucy’s changing fatigue levels – she wouldn’t have
to necessarily return to bed once she started getting tired, reclining the chair back was in the
same likeness as her preferred position in her hospital bed.
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Appendix H: Revised Outline for “Essential Competencies for Occupational Therapy in
End-of-Life Care”
Course Description
Learning Objectives
Module 1: Introduction










Hospice and Palliative Care
Debunking End-of-Life Myths
Levels of Care and the Home Setting
Medicare Hospice Benefit
Hospice Interdisciplinary Team
Payment Model
Hospice Diagnoses
Role of OT and Fulfilling Unmet Needs
Module Summary

Module 2: Behavioral Competencies and Models for Care








Introduction
The Self-Reflective Clinician
Mindfulness in Practice
The Intentional Relationship Model
The Kawa Model
Motor Learning
Summary

Module 3: Leadership Competencies for the OT Clinician






Introduction
Challenging Beliefs and Perspectives
Advocacy
o Case study
Inspiring Others Using Therapeutic Use of Self
o Case study
Summary

Module 4: Technical Competencies: OT Evaluation Process







Introduction
Defining OT’s Role and First Impressions
Occupational Profile
Motivational Interviewing
Occupational and Activity Analysis
Assessment and Screening Tools

Module 5: Technical Competencies: OT Interventions
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Introduction
Education on Fall and Injury Prevention
Therapeutic Activities and Exercises
o Case study
Bed mobility and positioning
o Case study
Transfer Training and Functional Mobility
o Case study
Wheelchair Mobility and Management
Durable Medical Equipment and Assistive Devices
Meet Leo and Lucy
Energy Conservation and Task Simplification
o Case study
Environmental Modifications for Safety
o Case study
Reflecting on Leo and Lucy
Summary

Module 6: Conclusion
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Appendix I: ACOTE Standards Important for End-of-Life Practice and Fulfilling Program
Accreditation
Foundational Content Requirements
B.1.2. Sociocultural, Socioeconomic, Diversity Factors, and Lifestyle Choices
Apply, analyze, and evaluate the role of sociocultural, socioeconomic, and diversity factors, as
well as lifestyle choices in contemporary society to meet the needs of persons, groups, and
populations. Course content must include, but is not limited to, introductory psychology,
abnormal psychology, and introductory sociology or introductory anthropology
B.1.3. Social Determinants of Health
Demonstrate knowledge of the social determinants of health for persons, groups, and populations
with or at risk for disabilities and chronic health conditions. This must include an analysis of the
epidemiological factors that impact the public health and welfare of populations.
Occupational Therapy Theoretical Perspectives
B.2.0. Current and relevant inter-professional perspectives including rehabilitation, disability,
and developmental as well as person/population-environment-occupation models, theories and
frameworks of practice.
The student will be able to apply, analyze, and evaluate scientific evidence, theories, models of
practice, and frames of reference that underlie the practice of occupational therapy to guide and
inform interventions for persons, groups, and populations in a variety of practice contexts and
environments.
Basic Tenets of Occupational Therapy
B.3.2. Interaction of Occupation and Activity
Apply, analyze, and evaluate the interaction of occupation and activity, including areas of
occupation, performance skills, performance patterns, context(s) and environments, and client
factors.
B.3.3. Distinct Nature of Occupation
Explain to consumers, potential employers, colleagues, third-party payers, regulatory boards,
policymakers, and the general public the distinct nature of occupation and the evidence that
occupation supports performance, participation, health, and well-being.
B.3.4. Balancing Areas of Occupation, Role in Promotion of Health, and Prevention
Apply, analyze, and evaluate scientific evidence to explain the importance of balancing areas of
occupation; the role of occupation in the promotion of health; and the prevention of disease,
illness, and dysfunction for persons, groups, and populations.
B.3.5. Effects of Disease Processes
Analyze and evaluate the effects of disease processes including heritable diseases, genetic
conditions, mental illness, disability, trauma, and injury on occupational performance.
B.3.6. Activity Analysis
Demonstrate activity analysis in areas of occupation, performance skills, performance patterns,
context(s) and environments, and client factors to formulate the intervention plan.
B.3.7. Safety of Self and Others
Demonstrate sound judgment in regard to safety of self and others and adhere to safety
regulations throughout the occupational therapy process as appropriate to the setting and scope
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of practice. This must include the ability to assess and monitor vital signs (e.g., blood pressure,
heart rate, respiratory status, and temperature) to ensure that the client is stable for intervention.
Referral, Screening, Evaluation, and Intervention Plan
Intervention Plan: Formulation and Implementation
B.4.1. Therapeutic Use of Self
Demonstrate therapeutic use of self, including one’s personality, insights, perceptions, and
judgments, as part of the therapeutic process in both individual and group interaction.
B.4.2. Clinical Reasoning
Demonstrate clinical reasoning to evaluate, analyze, diagnose, and provide occupation-based
interventions to address client factors, performance patterns, and performance skills.
B.4.3. Occupation-Based Interventions
Utilize clinical reasoning to facilitate occupation-based interventions that address client factors.
This must include interventions focused on promotion, compensation, adaptation, and
prevention.
B.4.4. Standardized and Nonstandardized Screening and Assessment Tools
Evaluate client(s)’ occupational performance, including occupational profile, by analyzing and
selecting standardized and non-standardized screenings and assessment tools to determine the
need for occupational therapy intervention(s). Assessment methods must take into consideration
cultural and contextual factors of the client.
Interpret evaluation findings of occupational performance and participation deficits to develop
occupation-based intervention plans and strategies. Intervention plans and strategies must be
client centered, culturally relevant, reflective of current occupational therapy practice, and based
on available evidence.
B.4.8. Interpret Evaluation Data
Interpret the evaluation data in relation to accepted terminology of the profession and explain the
findings to the inter-professional team.
B.4.10. Provide Interventions and Procedures
Recommend and provide direct interventions and procedures to persons, groups, and populations
to enhance safety, health and wellness, and performance in occupations. This must include the
ability to select and deliver occupations and activities, preparatory methods and tasks (including
therapeutic exercise), education and training, and advocacy.
B.4.13. Functional Mobility
Provide recommendations and training in techniques to enhance functional mobility, including
physical transfers, wheelchair management, and mobility devices.
B.4.14. Community Mobility
Evaluate the needs of persons, groups, and populations to design programs that enhance
community mobility, and implement transportation transitions, including driver rehabilitation
and community access.
B.4.15. Technology in Practice
Demonstrate knowledge of the use of technology in practice, which must include:
-Electronic documentation systems
-Virtual environments
-Telehealth technology
B.4.18. Grade and Adapt Processes or Environments
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Assess, grade, and modify the way persons, groups, and populations perform occupations and
activities by adapting processes, modifying environments, and applying ergonomic principles to
reflect the changing needs of the client, sociocultural context, and technological advances.
B.4.19. Consultative Process
Demonstrate, evaluate, and plan the consultative process with persons, groups, programs,
organizations, or communities in collaboration with inter- and intra-professional colleagues.
B.4.20. Care Coordination, Case Management, and Transition Services
Demonstrate, evaluate, and plan care coordination, case management, and transition services in
traditional and emerging practice environments.
B.4.21. Teaching–Learning Process and Health Literacy
Demonstrate, evaluate, and utilize the principles of the teaching–learning process using
educational methods and health literacy education approaches:
-To design activities and clinical training for persons, groups, and populations.
-To instruct and train the client, caregiver, family, significant others, and communities at the
level of the audience.
B.4.22. Need for Continued or Modified Intervention
Monitor and reassess, in collaboration with the client, caregiver, family, and significant others,
the effect of occupational therapy intervention and the need for continued or modified
intervention.
B.4.23. Effective Communication
Identify occupational needs through effective communication with patients, families,
communities, and members of the inter-professional team in a responsive and responsible
manner that supports a team approach to the promotion of health and wellness.
B.4.25. Principles of Inter-professional Team Dynamics
Demonstrate knowledge of the principles of inter=professional team dynamics to perform
effectively in different team roles to plan, deliver, and evaluate patient and population-centered
care as well as population health programs and policies that are safe, timely, efficient, effective,
and equitable.
B.4.27. Community and Primary Care Programs
Evaluate access to community resources, and design community or primary care programs to
support occupational performance for persons, groups, and populations.
B.5.2. Advocacy
Identify, analyze, and advocate for existing and future service delivery models and policies, and
their potential effect on the practice of occupational therapy and opportunities to address societal
needs.
B.5.6. Market the Delivery of Services
Demonstrate leadership skills in the ability to plan, develop, organize, and market the delivery of
services to include the determination of programmatic needs and service delivery options, and
formulation and management of staffing for effective service provision.
B.5.7. Quality Management and Improvement
Demonstrate leadership skills in the ability to design ongoing processes for quality management
and improvement (e.g., outcome studies analysis and client engagement surveys) and develop
program changes as needed to demonstrate quality of services and direct administrative changes.
B.5.8. Supervision of Personnel
Develop strategies for effective, competency-based legal and ethical supervision of occupational
therapy and non–occupational therapy personnel.
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Analyze staff development and professional abilities and competencies of supervised staff as
they relate to job responsibilities.
B.6.1. Scholarly Study
Locate, select, analyze, and evaluate scholarly literature to make evidence-based decisions.
B.7.2. Professional Engagement
Demonstrate knowledge of how the role of a professional is enhanced by participating and
engaging in local, national, and international leadership positions in organizations or agencies.
B.7.3. Promote Occupational Therapy
Promote occupational therapy by educating other professionals, service providers, consumers,
third-party payers, regulatory bodies, and the public
Fieldwork Education
C.1.1. Fieldwork Program Reflects the Curriculum Design
Ensure that the fieldwork program reflects the sequence and scope of content in the curriculum
design, in collaboration with faculty, so that fieldwork experiences in traditional, nontraditional,
and emerging settings strengthen the ties between didactic and fieldwork education.
C.1.3. Fieldwork Objectives
Document that academic and fieldwork educators agree on established fieldwork objectives prior
to the start of the fieldwork experience, and communicate with the student and fieldwork
educator about progress and performance throughout the fieldwork experience.
Ensure that fieldwork objectives for all experiences include a psychosocial objective.
C.1.7. Fieldwork in Behavioral Health or Psychological and Social Factors
At least one fieldwork experience (either Level I or Level II) must address practice in behavioral
health, or psychological and social factors influencing engagement in occupation.
C.1.8. Qualified Level I Fieldwork Supervisors
Ensure that personnel who supervise Level I fieldwork are informed of the curriculum and
fieldwork program design and affirm their ability to support the fieldwork experience. This must
occur prior to the onset of the Level I fieldwork. Examples include, but are not limited to,
currently licensed or otherwise regulated occupational therapists and occupational therapy
assistants, psychologists, physician assistants, teachers, social workers, physicians, speech
language pathologists, nurses, and physical therapists.
C.1.9. Level I Fieldwork
Document that Level I fieldwork is provided to students and is not substituted for any part of the
Level II fieldwork. Ensure that Level I fieldwork enriches didactic coursework through directed
observation and participation in selected aspects of the occupational therapy process, and
includes mechanisms for formal evaluation of student performance.
The program must have clearly documented student learning objectives expected of the Level I
fieldwork.
Level I fieldwork may be met through one or more of the following instructional methods:
-Simulated environments
-Standardized patients
-Faculty practice
-Faculty-led site visits
-Supervision by a fieldwork educator in a practice environment
C.1.14. Fieldwork Supervision Where No OT Services Exist
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Document and verify that supervision provided in a setting where no occupational therapy
services exist includes a documented plan for provision of occupational therapy services and
supervision by a currently licensed or otherwise regulated occupational therapist with at least 3
years’ full-time or its equivalent of professional experience prior to the Level II fieldwork.
Supervision must include a minimum of 8 hours of direct supervision each week of the fieldwork
experience. An occupational therapy supervisor must be available, via a variety of contact
measures, to the student during all working hours. An on-site supervisor designee of another
profession must be assigned while the occupational therapy supervisor is off site.
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Curriculum Vitae
Professional Summary
Motivated occupational therapist committed to lifelong learning and advocating for the presence
of OT in the emerging field of hospice. Self-starting individual with strong abilities to adapt and
develop meaningful, inter-personal connections.
Objective
Advance knowledge, growth, and opportunities for competency development as an individual,
and for other OT clinicians.
Licenses and Certifications
Licensed Occupational Therapist, State of Nevada
Certified Stepping On Falls Prevention Leader
University Education
University of Nevada, Las Vegas, June 2019 – May 2021
Post-professional Doctorate Occupational Therapy
Doctoral Capstone – development of continuing education course on essential OT
competencies for improving processes in caring for the dying person
Touro University Nevada, June 2015 – May 2017
Master of Science Occupational Therapy
University of Nevada, Las Vegas, August 2008 – May 2012
Bachelor of Science Kinesiology
Teaching and Mentoring Involvement
2020 March – Capstone mentor for OTD student at Colorado State University
2020 March – guest lecturer for entry-level OTD physical disabilities course at University of
Nevada, Las Vegas
2020 July – one-hour video conference educating OT students belonging to Pi Theta Epsilon at
Grand Valley State University exploring emerging practice areas
2019 October – deliver 90 minute presentation about OT’s role in end-of-life care to
MSOT/OTD students at Touro University Nevada
2018 November – deliver 90 minute presentation about OT’s role in end-of-life care to OTD
students at Touro University Nevada
2018 October – deliver 90 minute presentation about OT’s role in end-of-life care to OTD
students at Touro University Nevada
2018 October – deliver 60 minute presentation about OT’s role in end-of-life care to OTA
students at Pima Medical Institute
2019 – Fieldwork Educator to support the professional growth of OT students
(3) Level II OTA students, (1) Level I OTD student
Accepted Presentations and Proposals
2021 March – accepted proposal and presenter for the Virtual Western Regional OT Spring
Symposium (WROTSS), “Bringing ‘Life’ into End-of-Life Care”
2019 June – accepted proposal and presenter for the Nevada Occupational Therapy Association
Conference, “Why Occupational Participation Matters during End-of-Life Care”
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2018 September – accepted proposal for the Society for the Study of Occupations Conference,
“Why Occupational Participation Matters Most during End-of-Life”
2017 April – accepted proposal and student presenter for the 2017 American Occupational
Therapy Association Conference for (2) posters, “Health Promotion in the Inclusive School
Setting” and “Students’ Perspective on Becoming a Stepping on Falls Prevention Leader”
Publications and Media
2020 May to September – Subject Matter Expert to build an online continuing education course
available through Relias Learning Academy, “Rehabilitation in Hospice and Home Care: An
Overview for Therapists”
2019 April – guest on one-hour, Seniors Flourish podcast episode to educate audience about the
role of OT in hospice care
2019 January – created an education platform using social media to inform and advocate for
OT’s role in hospice, “humansofhospice” on Instagram
2018 September – authored a published article in OT Practice, “Reflections of a New Grad’s
First Year in the Hospice Setting”
Professional Affiliations
American Occupational Therapy Association (AOTA)
Nevada Occupational Therapy Association (NOTA)
Contact Information
karmellabognot@gmail.com
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